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Louisvijte, Kentucky 40207
(502)197~3143

OPINION
Reles of Nurgey
ia

Iat Tavenoyg nuupy Practice

§ education and Practice, ¢4 €O protece

The primary Rission of the Kcntuz Toard of Kursing, Performey through
the publye, and ¢o gseure thac gate and effective BUrsing care 18 provided

therapy qnd €0 address che Quseroug 1nquiryes Telative ¢ the 8Cope of
tursing Practice gp intnnnwo thcupy/ptoccdutu. 1t 14 nccuury to
define ¢he 4pproprisce roles of Qurses {n intravcaous therapy Pracrice.

Nuseroug 1nquirieg Tegarding intravenoug therapy Practice have been
- The minuce, of the pas: Keatucky Board of Nursing

relative ¢o this maceer since 1576 In June, 1982, the Board Cougzityced
4 Praczice Con.z:t«. Compoged of P2rsone rcpttuutin‘ Various gregq of

ealch, g4n4 laws §overning Dursing Practice, Relevene sectiong of
the hntucky Reviged Scatuteg Chapcer 314 (Kmtucky Nuuin; Practyce Act)
include the fouovin‘:

Section 316.011(5) "hgutcrcd Qursging Practice” shall megn the
Performance of actg Tequiring mb-uqtnl Specialized knavlcdu.
Judgment ¢ng Qursing gky1} based Upoa the PTincipleg of

PSychologica), blologicay, Phystcal angd $0cial sctences in the
8) the CAre, coungel 4nq healch teaching of ¢y, 111, tnfyred or

b) the Raintenance of health o Prevention of 1llnesg of Others.



either vith the American Nurges' Assocization 8tandardg ¢
practice or vith 8tandards of Practice €stabligheq by tationelly

d) the Supervision gnd teaching of other Personnel 1n the Performance

e) the Perforzance of other Bursing acts which 4Te authoryzeq or
lizm{eed by the Board, and vhich are consistent either virn the
Anerican Nursesg! Associacion Standards of Practice op vigh
stasdards of Practice establighed by Bationglly 4ccepted
organizgtiong of regintcrcf.qgtlcc.

Section 314.011(9) “Licensed ;riétical'nurting Practice” 8ball geep
the performunce of acts Tequiring che knavlcd;c and eki]], Such a5 -

are taught or acquired in appToved schools for Practica] nursing in-

4) the observing and caring for che 111, f{njured °F 1nfirm under the
direction of g Tegistared ourse, g 1{censed Physician Or dentige,

b) the giving of éo&ntcl and applying PTocedures ¢ safegusrd 14¢,
" and heslch, 44 defined gpd authorized by the Board.

c) the adainigeraeion of medication Or treatment 44 duthorized by a
National Federation of Licensed Practics) Nurses or vith
Standardg of pPractice establighed by Bationally 4cceptad
OTrganirscions of licensed Practical nurges.

d) teaching or Superviging €XCept a8 limgred by the Board.

e) the Performance of other Bursing actg vhich gqrq suthorized or

Section 314.011(11) 'COnttcuing education” shall megp participacion
in spproved offerings beycnd che basic nursing educaciogn pProgram thar

Section 314.021(2) 413 individualg licensed under provigions of thie
chapter shall be Tesponsible gnd #ccountable for Raking decigiong
that are baged YPon the individygjg" educacion,] Preparation and
¢xperience 1p nursing.
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Category I: Becsuss of the knovledge gnd skills 4cquired

in approved Programs for Practical qureing, che licenged Praceticy] nurse
B2y perform the follaving Prfoceduresg upon Succesgfy] Completion of & Boarg
&pproved Practicy] turging PTogram ¢nd 1llcensure 4and yndepr the
Supervigione of , Tegistered Burse, physicien oT dencige-

1. Perfora simple Calculation and adjuee £14, Tate.

. ay.
2. Obgerve aad repore subfecrive ;udjpbjcctivc signg of tdverge reactiong
to Iv cdnini-tratiou.

3. Inspect insercion site, chang;kﬁrcllin: and remove 1n:rav¢noug Reedle

OF catheter from PeTipherg} veing except gg lingteden by the Board,
Category 11: Because the curricula taughe {n 4pproved PIograns
for practical Bursing praovide the basygc background knovledge for
the licenged fractical ourse to develop pey 8killg and Upgrade
knovledge through ¢oatinuing educscion, the licenged Practica} Surge
B2y perform the fcllavin; Procedures ypoq Successfyl complecion of
a4 Board 4pproved continuing education course for 1ntrav¢noun
thctzpy/ptoccdurcc a2d under the Supervigiont of 4 Tegistared tursae,
Physician or dentige:

i, Perforn Venipunceure o withdraw blood frog Periphersl veing eXcepe 44
limitednn by the Board,

2. Perform Venipunceure to stare 1ntrav¢uout fluidg in Periphers] veing

3. Perforn Yenipuncture €o start the tolloving IV flugds - bW, D Ks,
DEENS. D iNs, xs, kNS, tNs 4n Peripheral veyp, excepr 44 finitgd" by
t -

4. Hang the following 1v flutds - D(¥, D xs, DS&NS. D ks, Ns, kNS, s
to ptc—ixistin; Vealpunctureg gg Peripherg] veing 2xc¢p: 48 linigedes
by the Board.

S. Change 1V udtini:tratica S8T excepr 4¢ limiteden by the Rogrq.



Page

Category IIX: The Tegistered nurge a2y perform all Procedureg ypn
Cactegories I end II. Because the basic Curriculs taughe 1p pproved
programs for registered oursing include the in~depth 4pplicaciog of
principles of Psychological, biological. Phyesical gnd -oc141-¢¢1.n¢.. for

the performance of those acts requiring substancigl Speciglizeq
knoviedge, Judgment and Bursing ekills, only the registered Nurse
Bay perform, but i3 not limiced to, the following intravenous Procedures:

1. Hang blood or blood Compeonaentsg.

2. Eang solution for intravenous parenteral Butrition, e.g,
hyperalizmentation or sintlar solutionm.

3. Adminigeer medication vig intravenoug rouce:

B X9
a. Add sedication to an 1ntrsv*ugpc~uolqticn.

b. Hang PLiggy back 1n1unionn._h_ -

€. Inject medicstion into an auxillary £1ugd chanber, ¢.8. volucro],
burecrol,

d. Inject ®edicaction viy direcs ltntravenoug Toute, e.g. bolus, push,
4. Flugh or Aspirate an IV 1ine, arterial 14ne, oeedle or Catheter.

S. Change dressing, IV adainistration S&T or remove an {atravaenoye
Cannula from cho follaving: femora], tubclavign, or jugular vein, 4oy
vVenous or arteris] 8ite 1n wvhich 4 central ]ine is inserced Oor any
arteriszl gsice or cut-down site.

6. Change dressing, 1v adain{stracion 88t Or remove a1 {ntravenmous
Cannuls vhen the Peripheral canpul, BUST remsin {p Place for Prolonged
periods (>72 hours) OT the patient hgeg &0 unexplained fever and/or
there 1s payn OT tenderness ot the site of inzcrtiou. or ocher signg
of cannula related infection, phlebitis o other complications from IV
administracion,

*"Supervigion" shall geen illodiatcly avatlable ¢o 4ssess and evaluace
Patient response(s) and €O assess, direce 4ad evaluate nurge
pPerformancs. T

*4“Fxcepc as limiced™ ghal} Bean the specified v PTtocedure ghall noc be
Performad when the folloving sites/procedures 4re used for v ~
adninigtratiog: femoral, subclavign or Jugular vein: any peripheral
vein ia which 4 central line g4 inserted, 840y grteria] Site/line, any
central line insertion Procedure or cut-down Procedure.

Iffective July 1, 1984.



APPENDIX XVIII

DESCRIPTION OF KENTUCKY

ADVANCE DIRECTIVE LAW

In compliance with the mandate for Kentucky to develop a written
description of its statutory and case law concerning advance directives,
this office presents such a description below, which is based on statutory

law, there being no case law which has specifically addressed the issye.

KENTUCKY LAW ON ADVANCE DIRECTIVES FOR MEDICAL DECISIONS

THE KENTUCKY LIVING WILL ACT

The 1990 session of the Kentucky General Assembly passed and the
Governorsigned into law House Bill No 113, known as the Kentucky
Living Will Act, which is codified at KRS 311.622-644 and now sanctions - |
the right of adult Kentuckians of sound mind to execute a written
declaration which would allow life-prolonging treatments to be
withheld or withdrawn in the event they become terminally ill and can
no longer participate in making decisions about their medical care. The
living will must be signed by the declarant in the presence of two
subscribing witnesses who must not be blood relatives who would be
beneficiaries of the declarant, beneficiaries of the declarant under the
descent and distribution statutes of Kentucky, an employee of a health
care facility in which the declarant is a patient, an attending physician of
the declarant, or any person directly financially responsible for the
declarant’s health care. The living will must be notarized.

-1-



Two physicians, one of whom being the patient’s attending
physician, would have to certify that the declarant’s condition was
terminal before the living will could be implemented. The living will
would not allow for the withholding or withdrawal of food or water, or
medication or medical procedures deemed necessary to alleviate pain,

and it would not apply to pregnént women.

THE HEALTH CARE SURROGATE ACT OF KENTUCKY

_ Also enacted into law by the 1990 session of the Kentucky General
Assembly and the Governor was Senate Bill No. 88, the Health Care
Surrogate Act of Kentucky, which is codified at KRS 311.970-986 and
allows an adult of sound mind to make a written declaration which
would designate one or more adult persons who could consent or
withdraw consent for any medical procedure or treatment relating to
the grantor when the grantor no longer has the capacity to make such -
decisions. Thislaw requires that the grantor, being the person making
the designation, sign and date the designation of health care surrogate
which, at his option, may be in the presence of two adult witnesses who
also sign or he may acknowledge his designation before a notary public
without witnesses. The health care surrogate cannot be an employee,
owner, director or officer of a health care facility where the grantoris a
resident or patient unless related to the grantor.

Exceptin limited situations, a health care facility would remain
obligated to provide food and water, treatment for the relief of pain,
and life sustaining treatment to pregnant women, notwithstanding the

decision of the patient’s health care surrogate.

-2



APPENDIX XvIII

DURABLE POWER OF ATTORNEY

A person may execute, pursuant to KRS 386.093, a document known
as adurable power of attorney which would allow Someone else to be
designated to make decisions regarding health, perSonal, and financial
affairs notwithstanding the later disability or incapacity of the person

who executed the durable power of attorney.

PREPARED BY:

THE CABINET FOR HUMAN RESOURCES
OFFICE OF GENERAL COUNSEL
APRIL 22, 1991



Living Will Declaration

Declaration made this —_— day-of (month), ____ (year).
willfully and voluntarily make known my desire that my dyin,

shall not be artificially prolonged under the circumstances set forth below, and do hereby dedlare

APPENDIX XIx

State of Kentucky )
‘ et
C-mnty of )
Before me, the undersigned authority, on this day personally appeared _ i
R , Living Will Declarant, and and

Living Will Declarant Witness
Address
Witness
) Address
Subscribed, sworn to and acknowledged before me by
» Living Wi Declarant, and
subscribed and sworn before me by
and » Withesses, on this the

—————(day) of (month),______ (year)



APPENDIX Xxx

DESIGNATION OF HEALTH CARE SURROCATE

1 DESIGNATE AS MY HEALTH CARE SURROGATE(S) To

MAKE ANY HEALTH CARE DECISIONS FOR ME WHEN | NO LONGER HAVE DECISIONAL CAPACITY.
IF ' REFUSES OR IS NOT ABLE TO ACT FOR ME,
1DESIGNATE

AS MY HEALTH CARE SURROGA'IB&
ANY PRIOR DESIGNATION ISREVOKED.

SIGNED THIS DAY OF. ' - 19__

SIGNATURE AND ADDRESS OF THE GRANTOR

AND SIGNED FOR THE GRANTOR.

SIGNATURE AND ADDRESS OF WITNESS _

SIGNATURE AND ADDRESS OF WITNESS

DAY OF

SIGNATURE OF NGTARY PUBLIC

JATE COMMISSION EXPIRES:




APPENDIX xxT

ADVANCE DIRECTIVE
ACKNOWLEDGMENT

NAME: DATE OF BIRTH:
SOC. SEC.#:

————— e

PLEASE READ THE FOLLOWING FIVE STATEMENTS:

Place your initials after each statement.

1. lhave been given written materials about my right to accept
or refuse medical treatment. (Initialed)

2. Ihave been informed ot my right to formulate advance
directives. (Initialed)

3. lunderstand that am not required to have an advance directive
in order to receive medical treatment. (Initialed)

have executed wil| be followed by my caregivers to the extent
permitted by law.

5. lunderstand that| can change my mind at any time and that my
decision will not resultin the withholding of any benefits or
medical services. (Initialed)

PLEASE CHECK ONE OF THE FOLLOWING STATEMENTS:
O I HAVE EXECUTED AN ADVANCE DIRECTIVE.

O IHAVE NOT EXECUTED AN ADVANCE DIRECTIVE.

DATE:
Patient/Guardian

' DATE:
Health Care Provider Representative



PATIENT SELF-DETERMINATION PROTOCOL FOR CERTIFIED
HEALTH CARE PROVIDERS

1. The Certified Health Care Provider shall inform all adult patients, in writing and
orally, of information under Kentucky Law concerning their right to make
decisions relative to their medical care.

2. The Certified Health

Care Provider shall present each adult patient with a
written copy of th

e agency’s policy concerning implementation of their
rights.

3. The Certified Health Care Provider shall not condition the provision of care or
otherwise discriminate against

any patient based on whether the patient has
executed an advance directive. '

4. The Certified Health Care Provider shall documentin the patient’s medical
record whether or not the patient has executed an advance directive.

5. The Certified Health Care Provider shali ensure com

pliance with requirements
of Kentucky Law concerning advance directives.

6. The Certified Health Care Provider shall educate al| agency staff and the
general public concerning advance directives.



APPENDIX XXI

PATIENT SELF-DETERMINATION

Policy:

Advise all aduit patients (a person eighteen [18] yearsofa
sound mind) of their rights concerning advance directives.
type,i.e., admission, start of care, etc.)g

ge orolder and who is of
(According to provider -

Purgose:

1. To assure individuals understand they have the right to:

a. Acceptorrefuse medical or surgical treatment: and

b. Formulate advance directives.

Procedure:
Each Certified Health Care Provider shall:

1. Designate a person or persons responsible for informing aduit patients of their
right to make decisions concerning their medical care.

2. Distribute to each adult patient the following information:

a. The Cabinet for Human Resources ‘ description of Kentucky Laws on
Advance Directives.

b. Agency policy regarding implementation of advance directives.

NOTE: Recommend distribution of additiona] information to assist patients
and/or staffin understanding advance directives. The following materials are

acceptable:

“Advance Directives Issyes and Answers”
: Hospice of the Bluegrass

“Advance Directives, Living Wiil, Health Care
Surrogate, Durable Power of Attorney” Video
Hospice of the Bluegrass

“About Advance Medical Directives”
Channing Bete Co., Inc.
“Living Will
Division of Aging Services



PATIENT SELF-DETERMINATION (Continued)

“Planning For Difficult Times - Tomorrow’s Choices”
“Planning For Difficult Times - A Matter of Choice”
‘ American Association of Retired Persons

3. Maintain Living Will and Designation of Health Care Surrogate documents for
distribution to adult patients upon request.

4. Documentation supporting compliance with the requirements regarding
non-discriminatory care shall be incorporated into the Quality Assurance

process.

5. Documentation supporting the patient’s decision to formulate an advance
directive shall be included in the medical record. (Recommend use of
attached Advance Directive Acknowledgment Form.) A process shall be

developed to assure appropriate staff are advised of the patient's directive.

6. Documentation supporting all aspects of the staff and general public education
. campaign shall be recorded by appropriate personnel.

7. Stipulate by policy, family members or guardians will be provided with
information regarding advance directives when the patient is comatose or
otherwise incapacitated and unable to receive the information. Once he or she
is no longer incapacitated the information must be provided directly to the

adult patient.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDTIX II-B

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION ( M.A.LD.AQ.M.B. ) CARD

Department for Social Medical Insurance Code
insurance case number. This .
(FRONT OF CARD) is NOT the Medical Assistance indicata type of insurance
ion Number age.
Eligibility period is the month, day and
year of Kentucky Modicaid oligibility {
repraseniad by this card. * From* damw is - o
first day of eligibiity of this card. *To" MecﬂcalAsastarm ldentrﬁcunon
date is the day elgibiity of this card ends Number (MAID) is the 10-igit number
and i not included as an efigible day. NOTICEl | required for billing medical services,
\ info. ‘/
N = T = Ly
TH OF KENTUCKY Sedical BIRTH
Date CABINET FOR HUMAN RESOU Berwtie uﬁ- MO-YR
CASE NUMBER ) 7
card FROW: N 08.01.80 7 * «« THIS PERSON IS ALSO
_was TO: 07-01-80 - 37 C 00123458 EVLIGIBLE FOR BENEFITS ¢ « »
issued CASE RAME ARG ADRESS —
b S DATE: Smith, Jane 1234567890 |2 [o3s3 |m
Smith, Kim 2345678912 21284 [M
Jane Smith
400 Block Ave,
Franidort, KY 40601
ATTENTION: THIS CARD TO VENDORS WHEN
PLYING FOR MEDICAL BENEFITS
SEEOTHER SIONATURE AP ED AEY 008
For
] Kentucky Medicaid
Case name and address show % Program Statistical
whom the card is madled. The name Purposes
in this block may be that of g retative
Ofo&mhmmsbdpanyandmaymt
be an eligibie member.
Dam of Birth shows month and
year of birth of each member .
7 Rafer © this block when
providing services limied to .
Namsofmnbemel'qblebrw e
Assistance benefits. Only thosa percons

wbosenamezmhmkbbdzmoﬁgibis
for Kentucky Medicaid benefits.

WHITE CARD (ALSO)

TRANSMITT2L #19



]

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES APPENDIX II-B

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.LLD/Q.M.B.) CARD

(BACK OF CARD) | fon 1 Providers.
Insurance identification
codes indicate type of
insurance coverage as
shown on the front of the
card in “Ins.” block.

RECIPIENT OF SERVICES
1. This cand may be wsed 10 obtain certain

tpe. and duration of benelis, 9. and tamly
G, or third party lablkty, should be directed 10° ) you medical care of have ;
Mbmmmmmmnm
3.waﬂne.~.¢mm¢hﬂmdud|m-w-mm
dgbbbrmﬁrmmohauuononmhww.m
Gestroy your oid card. R >or that it s ag the law ko anyons 10
mﬂmmmmlﬁdmmmuum :

«lmmmwmwm-mmm

&wwwdmmymmmw
mwmnmwuwwum
mwuws«m.

Notification to recipient of assignment Redpient's signature is not required.
to the Cabinet for Human Resources of

third party payments.

TRANSMITTAL #19



]

CABINET FOR HUMAN RESOURCES AFPENDIX TI-C

DEPARTMENT FOR MEDICAID SERVICES

QUALIFIED MEDICARE BENEFICIARY IDENTIFICATION (Q.M.B ) CARD \]

Eligibility period is the month, day and
year of QMB eligibllity representad by
(FRONT OF CARD) this card.
* From* dats is first day of efigibility of
this card. “To" date is the day
elgidllity of this card ends and is not
- Wontifica hdudedasmeﬁgble day.
tion Number (MALD) is the 10-
Blue medical services. indicates type of :
insurance coverage.
UMTED MEDICAID FOR WEDICARE (5
TION CARD :
OF KENTUCKY =
: CABINET FOR RESOURCES -
mmmom \ ELNBLITY PEROOD V4 OOVERAGE 18 LIMTED TO. A -
R / A MEDICARE PART A PREMIUAS :
T * MEDICARE PART 8 PREMIUMS i
Jane Smith AN *  MEDICARE CO-INSURANCE 5—
400 8100'('?;9- . SEXGooe 7 | * MEDICARE DEDUCTBLES :
' VA p—
WO., ‘;
DATE OF BATN
ATTBJTI)«:&OWTN.S‘ CARD TO VENDORS WHEN LA PLEASE SIGN MMEDATELY =

Name of member eligible to be
a Qualfified MedicareBenefici-
ary. Only the person whose
name is in this block is eligible
for Q.M.B. benefits.

Date of Birth shows month and
year of birth of eligible individual,

RED, WHITE, AND BLUE CARD

TRANSMITTAL ¢ 19




CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

T

APPENDIX II-C

QUALIFIED MEDICARE BENEFICIARY IDENTIFICATION (Q.M.B ) CARD

(BACK OF CARD)

Information % Providers. including Insurance imitations, coverage and emergency
Identification codes which indicate type of care through QMB.

insurance coverage &s shown on the front of the

card in “Ins." block. - /

\ PROVIDERS OF SERVICT oF saICES

1. The individual named on this card is a qualiied Medicare andis 1. Bhow s card whenever you reglve Medion! Cere,
mummuWMAwmumm

Deductables ooly, szum.m-nuun-i-a.m-m-pummu
2 Questions Pprovider participation, scope and duration of benefits Ml«waM‘p-\NMdu-‘M.
ma%mummm.mumu

£ mmlhwtnhﬂu-mbmlh-‘wum
w""‘""'u"“"‘” HnavySoe] Satnd on ve bont of s curd. .
East Main Street
KY 406210001 4 HNMMWF‘“W-MWEM
e Couvly ofion.
idecriification

A-Past A, Medicare Orly - Prvaie Medical Insurance
g_-:m:mwm

art 8 Mecionre H-Health Maintenance Organization
CMMAGBO'H:’db'o J- Uninown
S-Both Parts A & B kiedicare K-Ocher

Paid L- Absert Parent's insurance

D-Bius Cross Bive Shisid M-None
€-Blue Cross Blue Shield N-Unlod Mins Worken

Major Medical P-Black

@0sleternce paid on your buhelt, ’
Whmwuhmhumhnm,
mu‘bmwwnoﬁﬂmcm

IM\&WWMM“MthW

Use of the card by an ineligibie person.

TRANSMITTAL #£19



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES APPENDIX II-D
KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.1.D.) CARD FOR KENPAC PROGRAM
Depamb;' for Sodial Insurance Date of Birth shows month and
case number. of birth of member,
(FRONT OF CARD) This is NOT the Medical Assistance Rofor 1 thie b mombat.
. ] , . Identification Number providing services limited to age.
Eligibility period shows dates of eligibility repre-
sented by this card. * From" data is first day of
eligibllity of this card. “To" date is the day
eligibility of this card ends and is not included as Names of members eligible for
an eligible day. KenPAC services provided Kantucky Medicaid. Persons
during this efigibility period must be authorized whose names are in this biock
by the Primary Care provider listed on this card. have the Primary Care provider
listed on this card.
i
KENPACMEDICAL ASSISTANCE IDENTIFICATION CARD Members Bigiid tor Sledical Asslstance DAYE OF
COMMONWEALTH OF KENTUCKY Madicel dentification al va]
Date CABINET FOR HUMAN a-‘:(%n Nurmber YA
card ELGBILTY PERICO CASE NOWMBER 7 T
_Wwas FROM: \ 06-01-90 / Smith, Jane 1234567880 2]0353 |M
issued TO: 07-01-90 037 C 000123456 Smith, Kim 2345678912 211284 | M
CASE NANE 4
~ ISSUE DATE
05-27-90 /
Jane Smith
400 Block Ave.
Fran KY 40601
Kort, KENPAZ PROVIDER AND ADDRESS
Warren Peace, M.D.
: 1010 y Lane
ATTENTION: THIS CARD TO VENDORS WHEN KY 40601 PHONE
APPLYING FOR MEDICAL BENEFITS
SEE OTHER SIGNATURE MAP SIK (1181)
Name, address and phone number of
Case name and address show 1o the Primary Care providar.
whom the card is mailed. This person
may be that of a relative or other
nterested party and may not be an
eligible member.
Medical Assistance Identfication
Number (MAID) is the 10-digit number
required for billing medical services.
i
; GREEN CARD
(R
TRANSMITTAL #19



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES APPENDIX II-D

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A1.D.) CARD FOR KENPAC PROGRAM

(BACK OF CARD)
{nformation o Providers. including Insurance Identification lnffimfaﬂmbﬂeaptmts, including
codes which indicate type of insurance coverage as shown on limitations, coverage and emergency
tha front of the card in *Ins.* block. care through the KenPAC system.
N PROVIDERS OF sERVICE . RECINENT OF SOINCES
This card certifies that the person Bsted herson & sigbie the period 1. The dedgrated KenPAC primary proviser Provide or eUtontze the thowing
Indi ‘onlt:‘ side, for benet, o.l‘g-l(myu«fah Aee: phyeicien, hosgrted (g ““v_.,':nw:-ﬁqwuy
mmwwwwm,:muawwmamu th.w:ymm.udmw.mw
billing statement precisely as contained on card in order for payment 10 P rod o 2 Fraces 3 Y
rmac, e e e S
: Euon KeonP, shouid reler 10 sections (1 2 inthe o mw W & parkcipatng medaal provider
wmm U#:'Mwm © m mmnﬁ‘p-rxxll E:.u-:“.-m‘nmdu
S on hL
WMMMW“MD'M ammm-qum whast pr o the KenPAC
blling SMRats pasd, Of third party flabliity, should be directed to: primary includs sarvices o pharmacies, Gommenity mentel heeft centers,
Cabinet for Human Resources ureing arial hospitels, rres Wedwives, and partapating frovders of dene,
Franidont, KY 40621 (M&mhﬂmmmmm-ﬂmm’wm
Ineurance identtcetion " LY Vﬂﬂa.mmdmhdmm bor
RPmA o Cumpas Erpmme s I e m ey s e
8-Pant B Ovly mr&uﬂnhhmumhmwmml‘l
g_«:gm:a:um 3~ Unknown ;lnmmnﬁwwmnumu
Pars A & 8 Medicare . Fediplent (o) an of S sew recwive emirgency Gedioald servioss
D-Bius Cross Biue Shisid
E-Blus Cross Blue Shisk! N-United Mino Workars
P-Black Lung /_Sgoaiure
mmm"wwmmmu-mmmmummwum ® ®v Catinet ky e emourk of medcnl
assietroe paid on yus behaell.
mnmhnstwhuwh-m.uwthm-ﬂuym Information in apptying for medical
mmhmwu&vh*my,w“mdhmqmm

Recipient's signature is not required.

Notification to recipient of assignment
to the Cabinet for Human Resources of

third party payments.

TRANSMITTAL $19




CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDIX]

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.LD.) CARD FOR LOCK-IN PROGRAM

(FRONT OF CARD)

Madical Assistance Identification Number (MAID) is the
10-digit number required for billing medical services.

Eligibility period shows dates of
this card. * From*® date is first day of eligibility of this
card. “To" date is the day elig
is not included as an eligible day.

efigdility represented by
iility of this card ends and

Name and provider number of Lock-In physidian.
Kentucky Medicaid payments will be limited to
this physician (with the exception of emergency
sarvices and physician referral unless otherwise
authorized by the Kentucky Medicaid Program.

W

for Medical Assistance benefits. All
eligible individuals in the Lock-n
Program will receive a separata card.

Department for Social Insurance case
number. This is NOT the Modical
Assistance Identification Number.

MEDE AL ST AR E IO ENT P TiON CARD
COMMONWEALTH OF KENTUCKY
CABINET FOR HUMAN RESOURCES
ATTENTION SHOW THIS CARD TO VENDORS WHEN \ [euesry PERICO PHYS NAME
APPLYING FOR MEDICAL BENEFITS FROM
ELIGBLE RECIPENT & ADDRESS )
TO PHYSICIAN PROVIOER ND.
MEDICAL ASSISTANCE
DENTIFICATION NUMBER
SEXTOOE
N
DATE OF BIRTH l
MONTH YEAR
PHARMACY PROVIDER
CASE NUMBER
SEE OTHER SIDE FOR SIGNATURE MAP S20A REV 1189
Insurance
Currenty Code
- Left Blank
Name and address of member eligible an

Name, address, and provider number
of Lock-n pharmacy. Payment for

sarvices is limited to this
pharmacy, except in cases of
émergency. In case of emergency.
payment for covered senvices can be
made to any particpating pharmmacy,
provided notification and justification
of the service is given to the lock-in
program.

PINK CARD

TRANSMITTAL
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CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES APPENDIX II-E

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.L.D.) CARD FOR LOCK-IN PROGRAM

(BACK OF CARD)

Information to Providers, induding proce-
dures for emergency treatment, and
identification of insurance as shown on the
front of the card in "Ins." block.

ATTENTION /S
Wwdwﬂ'ummwmiaﬁmmma%mh‘thmmwh" d for current beneflits of the Kentucky Medical Assistance
Program. Wummmmumnmmwmmmmhmdmkwd.

hmmumw,wwhmwwm@mm&awwmmbutpenonulkam
uvia.Thopubahm(nwb.odmmbmmm.wmwﬁummmmdemwmRocbbn(
temporarily ot of siate may Ve eMepency mads "mwwummnmmwv«mkwummw
Medicak! Services. www@dmmumwmwhwwmmm
Youmanmmms:uw.mm.mmmnmmwmmmmnmmwmmdm
assistance pexs on your behall,

F Private Medical insurance | have read the above information and agree with
the procedures as outhned and explained 10 me

RECIPIENT OF SERVICES

M«Wlanmwwhwmmwmwﬂ
wwmwwmuwﬁhmdhmwm

Redipient's signaturs is not required.

Notification to recipient of assignment
to the Cabinet for Human Resources of

third party payments.

TRANSMITTAL £19
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MAP-343 (Rev. 5/86) Provider Number:
\
(If Known)

COMMONWEALTH OF KENTUCKY
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

PROVIDER AGREEMENT

THIS PROVIDER AGREEMENT, made and entered into as of the day of

s, 19 s by and between the Commonwealth of Kentucky, Cabinet

for Human Resources, Department for Medicaid Services, hereinafter referred to

as the Cabinet, and

(Name of Provider)

(Address of Provider)

hereinafter referred to as the Provider.
WITNESSETH, THAT:

Whereas, the Cabinet for Human Resources, Department for Medicaid Services,
in the exercise of its lawful duties in relation to the administration of the
Kentucky Medical Assistance Program (Title XIX) is required by applicable federal
and state regulations and policies to enter into Provider Agreements; and

Whereas, the above named Provider desires to participate in the Kentucky
Medical Assistance Program as a

(Type of Provider and/or level of care)

Now, therefore, it is hereby and herewith mutually agreed by and between
the parties hereto as follows:

1. The Provider:

(1) Agrees to comply with and abide by all applicable federal and state
laws and regulations, and with the Kentucky Medical Assistance Program policies
and procedures governing Title XIX Providers and recipients.

(2) Certifies that he (it) is licensed as a ,
if applicable, under the laws of Kentucky for the Tevel or type of care to

which this agreement applies.

(3) Agrees to comply with the civil rights requirements set forth in 45
CFR Parts 80, 84, and 90. (The Cabinet for Human Resources shall make no
payment to Providers of service who discriminate on the basis of race, color,
national origin, sex, handicap, religion, or age in the provision of services.)
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(4) Agrees to maintain such records as are necessary to disclose the
extent of services furnished to Title XIX recipients for a minimum of § years
and for such additional time as may be necessary in the event of an audit
exception or other dispute and to furnish the Cabinet with any information
requested regarding payments claimed for furnishing services.

(5) Agrees to permit representatives of the state and/or federal government
to have the right to examine, inspect, copy and/or audit all records pertaining to
the provision of services furnished to Title XIX recipients. (Such examinations,
inspections, copying and/or audits may be made without prior notice to the Provider.)

(6) Assures that he (it) is aware of Section 1909 of the Social Security
Act; Public Law 92-603 (As Amended), reproduced on the reverse side of this
Agreement and of KRS 194.500 to 194.990 and KRS 205.845 to 205.855 and 205.990
relating to medical assistance fraud.

(7) Agrees to inform the Cabinet for Human Resources, Department for
Medicaid Services, within 30 days of any change in the following:

fa) name;
(t) ownership;
(c) licensure/certification/requlation status: or
{d) address.

(8) Agrees not to discriminate in services rendered to eligible Title
XIX recipients on the basis of marital status.

(9) (a) In the event that the Provider is a specialty hospital providing
services to persons aged 65 and over, home health agency, or a skilled nursing
facility, the Provider shall be certified for participation under Title XVIII
of the Social Security Act.

(b) In the event that the Provider is a specialty hospital providing
psychiatric services to persons age 21 and under, the Provider shall be approved
by the Joint Commission on Accreditation of Hospitals. In the event that the
Provider is a general hospital, the Provider shall be certified for participation
under Title XVIII of the Social Security Act or the Joint Commission on Accredita-
tion of Hospitals.

(10) In the event that the provider desires to participate in the physician
or dental clinic/corporation reimbursement system, Kentucky Medical Assistance
Program payment for physicians’ or dentists' services provided to recipients of
. the Kentucky Medical Assistance Program will be made directly to the clinic/
corporation upon proper issuance by the employed physician or dentist of a
Statement of Authorization (MAP-347).

This clinic/corporation does meet the definition established for .
participation and does hereby agree to abide by all rules, regulations, policies
and procedures pertaining to the clinic/corporation reimbursement system.

2. In consideration of approved services rendered to Title XIX recipients
certified by the Kentucky Medical Assistance Program, the Cabinet for Human
Resources, Department for Medicaid Services agrees, subject to the availability
of federal and state funds, to reimburse the Provider in accordance with
current applicable federal and state laws, rules and requlations and policies
of the Cabinet for Human Resources. Payment shall be made oniy upon receipt
of appropriate billings and reports as prescribed by the Cabinet for Human
Resources, Department for Medicaid Services.
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3. Either party shall have the right to terminate this agreement at any
time upon 30 days' written notice served upon the other party by certified or
registered mail; provided, however, that the Cabinet for Human Resources,
Department for Medicaid Services, may terminate this agreement immediately for
Cause, or in accordance with federal regulations, upon written notice served
upon the Provider by registered or certified mail with return receipt requested.

4. In the event of a change of ownership of an SNF, ICF, or ICF/MR/DD
facility, the Cabinet for Human Resources agrees to automatically assign this
agreement to the new owner in accordance with 42 CFR 442.14.

5. In the event the named Provider in this agreement is an SNF,

ICF, or ICF/MR/DD this agreement shall begin on » 19, with
conditional temmination on , 19 , and shall adutomatically
terminate on » 19, unless the facility is recertified

in accordance with applicable regulations and policies.

PROVIDER CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
BY: BY:
Signature of Authorized Official Signature of Authorized Official
NAME : NAME :
TITLE: TITLE:
DATE: DATE :




P.L. 92-603 LAKS OF 92nd CONG.--2nd SESS. (A5 Amended)
PENALTIES

Section 1909. (a) Whoever-- . .
(1) knowingly and willfully makes or causes to be made any false statement or representation of a material
te plan approved under this title,

fact in any application for any benefit or payment under a Sta
(2) at any time knowingly and willfully makes or causes to be made any false statement or representation

of a material fact for use in determining rights to such benefit or payment,
(3) having knowledge of the occurrence of any event affecting (A) his initial or continued right to any

such benefit or payment, or (B) the initial or continued right to any such benefit or payment of any other
individual in whose behalf he has applied for or is receiving such benefit or payment, canceals or fails to
disclose such event with an intent fraudulently to secure such benefit or payment either in a greater amount or
quantity than is due or when no such benefit or payment is authorized, or

(4) having made application to receive any such benefit or payment for the use and benefit of another and
having received it, knowingly and willfully converts such benefit cor payment or any part thereof to a use other

than for the use and benefit of such other person,

shall (i) in the case of such a statement, representation, concealment, failure, or conversion by any person in
connection with the furnishing (by that person) of items or services for which payment is or may be made under this
title, be guilty of a felony and upon conviction thereof fined not more than $25,000 or imprisoned for not more than
five years or both, or (ii) in the case of such a statement, representation, concealment, failure, or conversion by
any other person, be guilty of a misdemeanor and upon conviction thereof fined not more than $10,000 or imprisoned
for not more than one year, or both. In addition, in any case where an individual who is otherwise eligible for
assistance under a State plan approved under this title is convicted of an offense under the preceding provisions
of this subsection, the State may at its option (notwithstanding any other provision of this title or of such plan)
Timit, restrict, or suspend the eligibility of that individual for such period (not exceeding one year) as it deems
appropriate; but the imposition of a limitation, restriction, or suspension with respect to the eligibility of any
individual under this sentence shall not affect the eligibility of any other person for assistance under the plan,
regardless of the relationship between that individual and such other person.
(b){(1) Whoever knowingly and willfully solicits or receives any remuneration (including any kickback, bribe,
or rebate) directly or indirectly, overtly or covertly, in cash or in kind--,
(R) in return for referring an individual to a person for the furnishing or arranging for the furnishing
of any item or service for which payment may be made in whole or in part under this title, or
(8) in return for purchasing, leasing, ordering, or arranging for or recommending purchasing, leasing, or
ordering any good, facility, service, or item for which payment may be made 1n whole or in part under this

title,

shall be guilty of a felony and upan conviction thereof, shall be fined not more than $25,000 or imprisoned for not

more than five years, or both.

(2) Whoever knowingly and willfully offers or pays any remuneration {including any kickback, bribe, or rebate)
directly or indirectly, overtly or covertly, in cash or in kind to any person to induce such person--

(A) to refer an individual to a person for the furnishing or arranging for the furnishing of any item or

service for which payment may be made in whole or in part under this title, or

(B) to purchase, lease, order, or arrange for or recommend purchasing, leasing, cr ordering any good,

facility, service, or item for which payment may be made in whole or in part under this title,

shall be guilty of a felony and upon conviction thereof shall be fined not more than $25,000 or imprisoned for not

more than five years, or both.

(3) Paragraphs (1) and (2) shall not apply to--
(A) a discount or other reduction in price obtained by a provider of services or other entity under this

title if the reduction jn price is properly disclesed and appropriately reflected in the costs claimed or charges
made by the provider or entity under this title; and
(B) any amount paid by an employer to an employee {who has a bona fide employment relationship with such

employer) for employment in the provision of covered items or services.

{c) Whoever knowingly and willfully makes or causes to be made, or induces or seeks to induce the making of,
any false statement or representation of a material fact with respect to the conditions or operation of any institution
or facility in order that such institution or facility may quaiify {either upon initial cert{fication or upon recerti-
fication) as a hospital, skilled nursing facility, intermediate care facility, or home health agency {(as those terms are
employed in this title) shall be gquilty of a felony and upon conviction thereof shall be fined not more than $25,000

or imprisoned for not more than five years, or both.
(d) Whoever knowingly and willfully--
(1) charges, for any service provided to a patient under a State plan approved under this title, money or
other consideration at a rate in excess of the rates established by the State, or
(2) charges, solfcits, accepts. or receives, in addition to any amount otherwise recuired to be gaid under
a State plan approved under this title, any gift, money, donaticn, or other consideration {other than a charitable,
religious, or philanthropic contribution from an organization or from a person unrelated to the patient)--
(A) as a precondition of admitting a patient to a hospital, skilled nursing facility, or intermediate
care facility, or
(B) as 2 requirement for the patient's continued stay in such a facility,
when the cost of the services provided therein to the patient is paid for (in who{e or in part) uncder the State
plan,
shall be guilty of a felony and u
more than five years, or both.

pon conviction thereof shall be fined not more than $25,000 or imprisoned for not
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APPENDIX 111

CERTIFICATION ON LOBBYING
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

The undersigned Second Party certifies, to the best of hig
or her knowledge and belief, that for the preceding con-
tract period, if any, and for this Ccurrent contract period:

1. No Federal appropriated funds have been paid or will
be paid, by or on behalf of the undersigned, to any
person for influencing or attempting to influence an
officer or employee of any agency, a Member of Con-
gress, an officer or employee of Congress, or an em-
ployee of a Member of Congress in connection with the
awarding of any Federal contract, the making of any
Federal grant, the making of any Federal loan, the
entering into of any cooperative agreement, and the
extension, continuation, renewal, amendment, or modifi-
cation of any Federal contract, grant, loan, or cooper-

ative agreement.

2. If any funds other than Federal appropriated funds
have been paid or will be paid to any person for influ-
encing or attempting to influence an officer or employ-
ee of any agency, a Member of Congress, an officer or
employee of Congress, or an employee of a Member of
Congress in connection with this Federal contract,
grant, loan, or cooperative agreement, the undersigned
shall complete and submit Standard Form-LLL "Disclo-
sure Form to Report Lobbying," in accordance with its

instructions.

3. The undersigned shall require that the language of
this certification be included in the award documents
for all subawards at all tiers (including subcon-
tracts, subgrants, and contracts under grants, loans,
and cooperative agreements) and that all subrecipients

shall certify and disclose accordingly.

This certification is a material representation of
fact upon which reliance was placed when this transac-
tion was made or entered into. Submission of this
certification is a prerequisite for making or entering
into this transaction imposed under Section 1352, Ti-
tle 31, U.S. Code. Any person who fails to file the
required certification shall be subject to a civil
penalty of not less than $10,000 and not more than
$100,000 for such failure.

SIGNATURE:

NAME : e

TITLE:

DATE :
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8.

10.
11.
12.
13.

14.

15.

Kentucky Medicaid Program

Provider Information

(Name) (County)

(Location Address, Street, Route No, P.0. Box)

(City) (State) (Zip)

(Office Phones of Provider)

(Pay to, In care of, Attention, etc. If different from above address. )

Pay to address (If different from above)

Federal Employee ID No.

Social Security No.

License No.

Licensing Board (If applicable):

Original license date:

Kentucky Medicaid Provider No. (If known)

Medicare Provider No. (If applicable)

Practice Organization/Structure: . (1) Corporation
(2) Partnership _(3) Individual
(4) Sole Proprietorship (5) Public Service Corporation
(6) Estate/Trust (7) Government/Non-Profit

Are you a hospital based physician (salaried or under contract
by a hospital)? yes no
Name of hospital(s)




16.

17.

18.

19.

20.

21.

22.

I'f group practice, number of providers in group (specify provider type):

If corporation, name, address, and telephone number of corporate office:

Telephone No:

Name and address of officers:

If partnership, name and address of partners:

National Pharmacy No. (If applicable):
(Seven-digit number assigned by the National Council for Prescription Drug

Programs.)

Physician/Professional Specialty Certification Board (submit copy of
Board Certificate):

Ist Date
2nd Date
Name of Clinic(s) in which Provider is a member:
Ist
2nd
3rd
4th
Control of Medical Facility:
Federal _ State _ County _ City
__ Charitable or religious
___ Proprietary (Privately-owned) __ Other



23.

24.
25.
26.

27.

28.

29.

30.

31.

32.

33.

APPENDIX IIT

Fiscal Year End:

Administrator : Telephone No.

Assistant Admin: Telephone No.

Controller:

Telephone No.

Independent Accountant or CPA:

Telephone No.

If sole proprietorship, name, address, and telephone number of owner:

If facility is government owned, list names and addresses of
board members:

President or Chairman of Board:

Member:

Member:

Management Firm (If applicable):

Lessor (If applicable):

Distribution of beds in facility:
Total Kentucky

Total Licensed Medicaid
Beds Certified Beds

Acute Care Hospital
Psychiatric Hospital
Nursing Facitity
MR/DD

NF or MR/DD owners with 5% or more ownership:
Name Address % of Ownership




34. Institutional Review Committee Members (If applicable):

35. Providers of Transportation Services:
Number of Ambulances in Operation:
Number of Wheelchair Vans in Operation:

Basic Rate $ (Includes up to __ miles)
Per Mile $ Oxygen §
Extra Patient $ Other §

36. Has this application been completed as the result of a change of ownership of a
previously enrolled Medicaid provider? yes no

37. Provider Authorized Signature: [ certify, under penalty of Taw, that the infor-
mation given in this Information Sheet is correct and complete to the best of
my knowledge. I am aware that, should investigation at any time show any falsi-
fication, I will be considered for suspension from the Program and/or prosecu-
tion for Medicaid Fraud. I hereby authorize the Cabinet for Human Resources to
make all necessary verifications concerning me and my medical practice, and
further authorize and request each educational institute, medical/license board
Or organization to provide all information that may be sought in connection
with my application for participation in the Kentucky Medicaid Program.

Signature:

Name:

Title:

Return all enrollment forms, changes and inquiries to:

Medicaid-Provider Enrollment
Third Floor East

275 East Main Street
Frankfort, KY 40621

INTER-OFFICE USE ONLY .
License Number Verified through (Enter Code)
Comments:

Date: Staff:
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Agreement Between the
Kentucky Medicaid Program
and
Electronic Media Billing Agency

The

(Name of Billing Agency)

entered into a contract with s
(Name of Provider)

s to submit claims via electronic media for services provided to

(Providér Number)

KMP recipients. The billing agency agrees:
1. To safeguard information about Program recipients as required bv state and
federal laws and regulations;

2. To maintain or have access to a record of all claims submitted for payment
for a period of at least five (5) years, and to provide this information
to the KMP or designated agents of the KMP upon request;

3. To submit claim information as directed by the provider, understanding the
submission of an electronic media claim is a claim for Medicaid payment and
that any person who, with intent to defraud or deceive, makes, or causes to
be made or assists in the preparation of any false Statement, misrepresen-—
tation or omission of a material fact in any claim or application for any
bpayment, regardless of amount, knowing the same to be false, is subject to
civil and/or criminal sanctions under applicable State and federal Statutes,

4. To maintain on file an authorized signature from the provider, authorizing
all billings submitted to the KMP or its agents,

The Department for Medicaid Services agrees:

1. To assign a code to the billing agency to enable the media to be pProcessed;:
2. To reimburse the provider in accordance with established policies,

This agreement may be terminated upon written notice by either party without cause.

Signature, Authorized Agent of Billing Agency

Date:

Contact Name:

Signature, Representative of the

S . Telephone No. -
Department for Medicaid Services p

Date: Software Vendor

\\_ - -
and/or Billing Agency:

Media:
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
KENTUCKY MEDICAL ASSISTANCE PROGRAM

Provider Agreement Electronic Media Addendum

This addendum to the Provider Agreement is made and entered into as of the day
of 19 + by and between the Commonwealth of KRentucky, Cabinet for

Human Resources, Department for Medicaid Services, hereinafter referred to as the

Cabinet, and ,
Name and Address of Provider

hereinafter referred to as the Provider.
WITNESSEI‘H, THAT:

Whereas, the Cabinet for Human Resources, Department for Medicaid Services, in
the exercise of its lawful duties in relation to the administration of the Kentucky

Medical Assistance Program (Title XIX) is r ired by applicable federal and state
regulations and policies to enter into Provider Agreements; and

Whereas, the above-named Provider participates in the Kentucky Medical Assistance
Program (KMAP) as a

(Type of Provider and/or Level of Care) , (Provider Number)

Now, therefore, it is hereby and herewith mutually agreed by and between the
parties hereto as follows:

1. The Provider:

A. Desires to submit claims for services provided to recipients of the
Kentucky Medical Assistance Program (Title XIX) via electronic media:
rather than via paper forms prescribed by the KMaP.

B.  Agrees to assume responsibility for all electronic media claims,
whether submitted directly or by an agent.,
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Page 2

D. Agrees to use PMC submittal procedures and record layouts as defineg
by the Cabinet.

E. Agrees to refund any payments which result from claims being paid
inappropriately or inaccurately.

F. Acknowledges that upon acceptance of this Agreement Addendum by the
Cabinet, said Addendum becomes part of the previously executed Provider
Agreement. All provisions of the Provider Agreement remain in force.

G. Agrees to refund to the State the processing fee incurred for proces—
sing any electronic media billing submitted with an error rate of 25%
Or greater.

2. The Cabinet:

A. Agrees to accept electronic media claims for services performed by
this provider and to reimburse the rovider in accordance with estab-
lished policies.

B. Agrees to assign to the provider or its agent a code to enable the
media to be processed.

C. Reserves the right of bil ling the provider the processing fee incurred

by the Cabinet for all claims submitted by any electronic media billing
that are fourd to have a 25% or greater error rate.

Either party shall have the right to terminate this Addendum upon written notice

without cause.

PROVIDER

BY:

CABINET FOR HUMAN RESOURCES
Department for Medicaid Services

BY:

Signature of Provider

Signature of Authorized Official
or Designee

Contact Name: Name:
Title: Title:
Date: Date:
Telephone No.:

Software Vendor

and/or Billing Agency:

Media:
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Commonwealth of Kentucky
Cabinet for Human Resources
Department for Medicaid Services
HOME HEALTH AGENCY CERTIFICATION
(Name of Agency) (Name of Patient)
Date of Service
(Vendor #) (County]) (Month) (Year]
(City] (State)

This document Sérves to certify that benefits for Home Health Agency

I certify the above information is true, complete and correct to the best
of my knowledge and belief.

Rejected by Title XvIII 7 Explanation:
(Provide explanation in
Space to the right of

the box)

Rejected by Utilization [T Explanation:
Review Mechanism
(Provide explanation in

space to the right of
the box)

Authorized Home Health Agency Representative
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Recipient Name -

THIRD PARTY LIABILITY
LEAD FORM

MAID #

APPENDIX vIT

Date of Birth

Date of Service -

Date of Admission:

Date of Discharge:

Name of Insurance Company:

Address:

Policy #:

Start Date: End Date:

Date Filed with Carrier

Provider Name:

Provider #:

Comments:

Signature:

Date:
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PROVIDER INQUIRY FORM

Please remip both

-DS
~.0. Box 2009 copies of the Inquiry
Frankfort, KY 40602 Form 10 EDS.
1. Provider Number 13 Recipient Name (first. Iasi)
2 Provider Name and Address ,4 Medical Assistance Number
i
|
,5. Billed Amount ’6. Claim Service Date
]7. RA Date IB. laterna2! Contret Number
8. Provider's Message
10.
Signature Date
ar Provider:
This claim hag been resubmitted for possible payment.
EDS can find no record of receipt of this claim as indicated above. Please resubmit.
This claim paid on in the amount of
This claim was denied on with EOB code
This claim denied on with EOB 294 “'Kenpac Recipicnt. Referring provider number s
missing or is not the Kenpac primary physician/clinic number for the date(s) of service
This claim denied on with EOB 295 “"Kenpac Recipient. Billing and/or referring

provider number is not the Kenpac primary physician/clinic for date(s) of service

This claim denied on with EOB 281 “Recipient has other medical coverage.




Technical Criteria for Reviewing Ancillary Services for Adults

. OCCUPATIONAL THERAPY: REVIEW FOR BILLING AS ANCILLARY

A. STANDARDS OF PRACTICE: The review process shall employ the standards of
practice developed by the American Occupational Therapy Association.

B. Deficiency of function must be of a significant level that an ancillary clinician’s

expertise in designing or conducting a program in the presence of potential gain is
documentable.

1. Therapeutic exercise

a. When exercising muscle or joint structure the deficit requires a therapist's
expertise to design, supervise, or conduct a program in which there is a
need for functional or performance gain.

b. Progress is shown at predictable intervals.

¢. Gradual progression is from passive to fully active range of motion per
situation and reasonable goal.

Indication for Denial

a. Lacks documented detail of dysfunction or goal.
. Goal seems unreasonable

Stability of the resident questioned.

Participation level is a hinderance.

Pllateaued, goal achieved, or needs only repetitive ROM for nursing care
plan.

Persistent flaccidity > 2—4 weeks focused area.

pooo

-

2. Shared Modalities for Physical Therapy

Heat therapy.

Cold therapy.

Prosthesis.

Electromyographic biofeedback.

foow

Indication for Denial (see listings for Physical Therapy)
3. Functional Activities of Daily Living

Feed.
Dress.
Bathe.
Toileting.
Grooming.

Paoow
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Technical Criteria for Reviewing Ancillary Services for Adults

11. High Pressure Wound Irrigation
a. Heavily contaminated wounds.
Indication for Denial

a. Clean proliferating wounds.

b. Equipment or devices of questionable effectiveness or superiority to
simpler devices.

C. Nursing can provide equivalent service.
12. Hyperbaric Oxygen Wound Care

a. Infected wounds or decubitus.
Has reasonable circulation.

Indication for Denial

Advanced ischemic area.

Potential for thromboembolism.

Severe vasospasm.

Lack of significant improvement in 4 weeks.

aoow
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Technical Criteria for Reviewing Ancillary Services for Adults

9. Prosthesis

a. Candidate has the capacity to use device. .
b. Candidate shows muscular strength, motor control, and range of motion
adequate for gainful use.

Indication for Denial

Unteachable.

Lacks items in 9-a and b.

Poor wound healing.

Other inappropriate conditions (such as bilateral, above-knee

amputation over age 45, or below-elbow amputee or flail joint shoulder

or elbow).

e. Repetitive exercises that nursing care plan can accomplish pre—
prothesis for stump shrinker use or prosthetic fitting.

f.  Repetitive use for distance or endurance only with level change having

been achieved.

Assisting routine care of equipment.

. Safety has been established so that the resident can perform trained

exercise with supervision by nursing being the only need.

aooo

s@

10. Electromyographic Biofeedback

a. Spasticity or weakness as part of an acute cerebral vascular accident
(CVA).

b.  Acute or chronic spinal cord injury.

C. Multiple sclerosis with mild spasticity.

Indication for Denial

a. Absence of reasonable gain in the treatment plan time frame.
b. Questionable effectiveness for the condition.
c. Resident lacks voluntary control or motivation.

February 2000 Edition



Technical Criteria for Reviewing Ancillary Services for Adults

6. Ultrasound

a. Joint contracture or scar tissue before friction massage, stretch, or range of
motion (ROM) exercise (intensities and durations stili need work), i.e.,
post—hip open reduction internal fixation.

Reduce pain or muscle spasm.

c. Trigger points.

i

Indication for Denial

a. Use in precautionary situations.

b. Impaired sensitivity or ischemia.

c. Questionable efficacy such as chronic herpes zoster, hemiplegic
shoulder pain, fresh wound, or chronic pressure sore.

7. Hydrotherapy

a. Facilitate assistive or resistive exercise.
b. Removal of exudated or necrotic tissue.
c. Reduce muscle spasm or pain.

Indication for Denial

. General heat precautions.

a
b. Treatment exposure using > 37 degrees centigrade in vascular impaired
site.

c. Absence of untoward effects or stable temperature tolerance and can be
done by nursing staff.

8. lontophoresis

a. Antibiotic institution to avascular tissue.
b. Medication for persistent post—surgical incision pain.
¢. Reduce inflammation or edema of musculosketetal (joints).

Indication for Denial

a. Anesthetic use (injection faster).
b. Response lacking after reasonable interval.

February 2000 Edition



Technical Criteria for Reviewing Ancillary Services for Adults

3. Low—Energy Laser

a. Wound tissue healing.
b. Pain management over trigger points.

Indication for Denial

a. Investigational.
b. Effectiveness in rheumatoid arthritis questioned.

4. Transcutaneous Electric Nerve Stimulation (TENS)

a. Post—operative incisional pain.

b. Orthopedic analgesia acute or chronic, application to either trigger point or
peripheral nerve.

Chronic low back pain.

Osteogenesis.

Reflex sympathetic dystrophy (RSD).

® oo

Indication for Denial

a. Chronic radiculopathy pain.

b. Cognitively impaired or unwilling to participate with schedule and safety
factors.

Unsafe application.

Nursing is capable of managing (or resident can set—up, apply or
control) after the initial evaluation of response or control setting is
achieved.

Q.0

5. Heat Therapy

a. Active treatment of musculoskeletal mobility or pain problem as part of a
therapist—driven treatment plan.
b. In conjunction with an exercise regimen.

Indication for Denial

The active disorder is controlled, mostly for comfort.
Complexity manageable by nursing.

Resident is not responsive or is non-communicative.
Ischemic limbs or other site or atrophic skin.

coow
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Technical Criteria for Reviewing Ancillary Services for Adults

PHYSICAL THERAPY: REVIEW FOR BILLING AS ANCILLARY

A. STANDARDS OF PRACTICE: The review process shall employ the standards of
practice developed by the American Physical Therapy Association.

B. Deficiency of function must be of a significant level that an ancillary clinician's o
expertise in designing or conducting a program in the presence of potential gain is
documentable.

1. Therapeutic exercise

a. When exercising muscle or joint structure, the deficit requires a therapist's
expertise to design, supervise, or conduct a program in which there is a
need for functional or performance gain.

Progress is shown at predictable intervals.

b.
¢. Gradual progression is from passive to fully active range of motion per

situation and reasonable goal.

Indication for Denial

PQOTW®

f.

Lacks documented detail of dysfunction or goal.

Goal seems unreasonable.

Stability of resident questioned.

Participation level a hindrance.

Plateaued, goal achieved, or needs only repetitive range of motion for
nursing care plan.

Persistent flaccidity > 2—4 weeks in the focused area.

2. Cold Therapy

a. Pain or spasm reduction or adjustment to range of motion exercise
(repeated cycles).

b.
C.

Trigger point use myofascial pain syndrome.

Spasticity.

Indication for Denial

a. Response gain is not demonstrable.

b.

c. Inappropriate use in a vascular compromised setting (or labile or poor
d.

Performance is at nursing instructed level, and labile complex features.

blood pressure control).
Cold sensitivity disorder.

February 2000 Edition
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(Rev. 12/01)
COMMONWEALTH OF KENTUCKY

CABINET FOR HEALTH SERVICES
DEPARTMENT FOR MEDICAID SERVICES

Home Health Program

Agency Name Provider #

Agency Address

CERTIFICATION FOR DISPOSABLE MEDICAL SUPPLIES

Patient’'s Name MAID #
Address Medicare #
Birthdate

Other Insurance

Diagnosis

This is to certify that the following medical supplies are essential to meet the medical needs of this
recipient.

(Indicate Directions for Use of the Supplies)

Anticipated Duration of Need: 1-30 Days 1-6 Months Lifetime Indefinite

I, certify this patient requires the supplies listed above.
Physician’s Signature

Address License # Date

Must be signed and dated by the physician every 6 months.



APPENDIX XI1
13.  Transdermal Antihypertensive Medication

Transdermal antihypertensive medication may be pre-authorized
without first prescribing oral forms when the prescriber
certifies that the medication is certified for an elderly
patient who is unable to follow directions in using oral forms

of the medication.

Pharmacy Lock-In

The pharmacy originally selected by the recipient shall remain the
provider during the period of the pre-authorization unless a valid reason

for change exists.

PreAuthorization Period

The maximum period for which any drug shall be preauthorized shall be Six
(6) months. A request for renewal shall be considered if the need for
the drug continues to exist. Extensions may be backdated if the dates do
not interfere with already existing segments on the drug file.

Minimum Cost Requirement

Only those requests for oral, non-liquid drugs which cost $5.00 or more
to the pharmacy for a month's supply or a course of treatment shall be
considered for pre-authorization.

Routine Immunizations

Immunizations requested for routine health care shall not be approved.
An underlying medical condition which would make the patient more
susceptible to the disease must be present.

Exceptions to Existing Policy

The Commissioner for the Department for Medicaid Services, or his
designate, may grant an exception to existing policy when sufficient
documentation exists to override this policy. The request should be
written, or followed up in writing, if necessary.
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APPENDIX XI11

Hypnotics and Sedatives

Requests for sedatives and hypnotics shall be considered only
after covered antidepressant or antipsychotic drugs have been
tried unsuccessfully and if hospitalization would be

prevented. Also these requests shall be accompanied by an
appropriate psychiatric diagnosis. Hypnotics and sedatives
shall not be approved for more than two (2) weeks, unless there

is a diagnosis of terminal cancer.

Maintenance-Type Drugs

Requests for maintenance-type drugs shall be considered only if
the drugs have been tried for at least two (2) weeks with
successful results prior to the request and related drugs on

the formulary have been unsuccessful.

Non-Legend Drugs

Non-legend (over—the—counter) drugs shall bpe excluded from
coverage under drug pre-authorization.

The only exceptions shal] be non-legend nutritional supplements
as noted in I. A. 2. above and nicotinic acid.

Ophthalmics and Topical Preparations

preauthorized unless related preparations included on the Drug
List have been tried unsuccessfully, and a higher level of care
would ensue without further medication.

Tranquilizers, Minor

Requests for minor tranquilizers shall be considered only for
acute anxiety, alcohol or drug withdrawal (with a one (1) month
limitation), cancer, seizure disorders, and quadriplegia/

paraplegia.
Ulcer Treatment Drugs, Legend

On the basis of ulcer symptoms, legend ulcer treatment drugs
may be preauthorized if other applicable pre-authorization
criteria are met.

Total Parenteral Nutrition®

May be preauthorized if the need exists.
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6. The Program shall not preauthorize the trial usage of a
maintenance drug except when the drug has been tried for at
least two (2) weeks with successful results prior to the
request. In these cases, when all criteria shall be met,
retroactive pre-authorization for two (2) weeks shall be
considered in addition to the usual pre-authorization period.

Pre-Authorization of Therapeutic Categories

Any therapeutic category may be considered for pre-authorization in
accordance with the diagnosis. However, all Program criteria and
guidelines shall be met.

Guidelines For Specific Drug Categories

1. Analgesics

Requests for analgesics shall be approved for cancer, AIDS,
spinal cord injury, and rehabilitation patients up to a period
of six (6) months. A seven (7) day approval may be made
following out-patient surgery.

2. Antibiotics

Requests for antibiotics shall be considered ONLY 3f culture
and sensitivity tests have identified specific sensitivity or
ONLY if drugs included on the Drug List have been tried
unsuccessfully. However, if a course of treatment had been
started while hospitalized, consideration shall be given to the

request.
3. Anti-Inflammatory Orugs (NSAID's)

Request for anti-flammatory drugs shall not be pre-authorized
unless drugs on the Drug List or NSAID certification list have

been tried unsuccessfully.
4. Antitussives, “Cough Mixtures," Expectorants, Antihistamines
Request for “cough mixture" preparations such as expectorants

and antitussives shall not be pre-authorized, Only specified
antihistamines may be preauthorized if all other criteria have

been met.
5. Chemotherapeutic Agents

Request for anti-heoplastic agents shall be considered for
approved fDA indications. :



APPENDIX XII

(Revised 1/92)

DEPARTMENT FOR MEDICAID SERVICES
DRUG PRE-AUTHORIZATION POLICIES AND PROCEDURES

INTRODUCTION

The purpose of the Drug Pre-Authorization Procedure shall be to provide Department
for Medicaid Services (DMS) recipients with access to certain legend drugs not
normally covered on the DMS Outpatient Drug List, under the condition that
provision of the drug(s) in question is expected to make an otherwise inevitable
hospitalization or higher level of care unnecessary. The requests shall be
referred to the Program by physicians, pharmacists, and social workers.
Determinations shall be made based on the merits of the individual request and

information received.

To assist with determining the kinds of requests which shall be considered for
pre-authorization, the following outline of criteria and procedures has been

developed for your convenience.
I. DRUG PRE-AUTHORIZATION CRITERIA

A.  Request Criteria

1. The requested drugs shall be used in liey of hospitalization to
maintain the patient on an outpatient basis or prevent a higher

level of care.
shall be nqn-]ggend qutrjtlona] supplements when: 1) general
and 3) the patient would require institutional care without the

3. The requested drug shall be used in accordance with standards
and indications, and related conditions, approved by the Food
and Drug Administration (FDA).

4. The requested drug shall not be considered for pre-authoriza-
tion if it is currently classified by FDA as "less than
effective” or "possibly effective" or if the labeler has not
signed a rebate agreement with the Health Care Financing

Administration (HCFA).

5. Drugs on the formulary shall be tried, when appropriate, with
documentation of ineffectiveness prior to pre-authorization.
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MAIL TO:  EDS FEDERAL CORPORATION APPE
P. 0. BOX 2009

FRANKFORT. KY 40602

ADJUSTMENT REQUEST FORM
1. Original Internaj Control Number (I.C.N.)

L L L

4. Provider Name/N umber/Address

}jFrom Date Service 6. To Date Service
7.

Billed Amt. 8. Paid Amt. 9. R.A. Date

10. Please specity WHAT is to be adjusted on the claim.

11. Please specity REASON for the adjustment request or incorrect original claim payment.

IMPORTANT: THIS FORM WILL BE R

LEASE ATTACH A COPY OF THE CLAIM aAND
REMITTANCE ADVICE TO BE ADJUSTED.
‘2. Signature 13. Date
EDSF USE ONLY--DO NOT WRITE BELOW THIS LINE
‘ield/Line:
lew Data:

revious Data:

ield/Line:

ew Data:

‘evious Data:

h ActionsiRemarks T

tions/Remarks:




Technical Criteria for Reviewing Ancillary Services for Adults

f.  Cognition.
Indication for Denial

a. The condition prevents the individual from engaging in the technique or
use of the device.

b. Technique is reached, resident or nursing staff can maintain activities for
endurance, distance or repetition.

¢. Chronic condition, therefore potential useful gain is questioned or
minimal.

d. Unable to advance or use more complex dexterity level due to cognitive
limits..

e. Biofeedback use in the presence of a prominent disorder. speech,
language use, cognition or volitional ability (inability to follow festural or
verbal instruction.

f.  Coma stimulation - effectiveness questionable

February 2000 Edition



Technical Criteria for Reviewing Ancillary Services for Adults

lll. SPEECH THERAPY: REVIEW FOR BILLING AS ANCILLARY

A. STANDARDS OF PRACTICE: The review process will employ the preferred

practice patterns developed by the American Speech—Language—Hearing
Association.

B. Deficiency of function must be of a significant level that an ancillary clinician s

expertise in designing or conducting a program in the presence of potential gain is
documentable.

1. Treatment of Dysphagia (swallowing) Disorders

a. Applicable diagnostic tests with confirmed abnormality (initial or progress
recheck).

b. Active teaching is appropriate for cognitive level (vs. delay till progress gain
and provides alternative nutrition source).

C. Uses specific postural, reflex facilitation, food placement, modified diet
techniques with demonstrable progress.
d. Prosthetic use.

Indication for Denial

a. Plateau, learned response, and repetitive exercise, reminders or
prosthetics can be done by nursing as effectively.
b. Confirmatory diagnostic test unavailable.

€. Resident uncooperative or unreliable to safely use needed techniques.

2. Speech and Cognitive Disorders

L

Tentative projected rehabilitation gain at the stage when cognitive level
permits measurable change.

Participation by resident required for repetitive or grouped exercises.
Prosthetic training.

Demonstrates there is no contributing significant auditory impairment.
Use of nursing facility environment or staff to assist goals.

cooo
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Technical Criteria for Reviewing Ancillary Services for Adults

Indication for Denial

a. Inability to participate.

b. Plateau is reached in functional gain by measurable data or learned
exercise and nursing can do repetitive technique.

C. Effectiveness of modality or participation level is in question.

d. Persisting active program beyond gain in condition having progressive

deteriorating change or outlook (bilateral cerebral vascular accident,
alzheimers).

e. Oral—nonverbal apraxia beyond 2 months.

} Accompanying peripheral vision or hearing defects.

February 2000 Edition



Technical Criteria for Reviewing Ancillary Services for Adults

IV.  OXYGEN THERAPY: REVIEW FOR MEDICAL NECESSITY

B. Technical abbreviations used in Item VII - Oxygen Therapy.
ABG - Areterial Blood Gases
AVF - Augmented Voltage Foot
02 - Oxygen Level
pa02 - Partial Pressure of Oxygen
paCO2 - Partial Pressure of Carbon Dioxide
Oxygen Sats - Oxygen Saturation Levels
T - Hematocrit Level
mm Hg - Millimeters of Mercury

C. General Indicators.
1. Pa02 <55 mm Hg or saturation < 88% while breathing ambient air.
2. Optimum medical management.
a. Ancillary repiratory medications.
b. Physiotherapy.

C. Associated adverse conditions addressed.

3. Pa02 of 56-59 mm Hg or saturation of 91% in the presence of one or more of

the following:

a. Corpulmonale (p wave greater than 3 mm in standard leads I, Iil, or AVF).
b. Right ventricular hypertrophy.

C. Erythrocytosis (Hct > 56%).

d. Reduced tissue oxygenation accompanied by neuropsych signs (i.e.,

tachycardia, tachypnea, dyspnea, Cyanosis, diaphoresis chest pain or
tightness, change in sensorium.

4. For that resident whose clinical condition prohibits evaluation of arterial
oxygen saturation without supplemental oxygen:

a. Oxygen saturation while on 02 < 92%.
b. Pa02 <60 mm Hg.

February 2000 Edition
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Technical Criteria for Reviewing Ancillary Services for Adults

D. Continuous Oxygen

1. When hypoxemia criteria are established and met (found under general
indicators) then continuous oxygen is appropriate. '

2. Monitor clinical parameters (signs and symptoms associated with continuous
oxygen needs).

3. Monitor results of oxygen therapy which measure functional improvement
(i.e., ABF or oxygen Sats or improved symptoms).

E. Noncontinuous Oxygen

1. Documentation of clinically relevant hypoxemia related to exercise or

nocturnal or sleeping even though “daytime resting” Pa02 or saturation may
be adequate.

2. “As needed” (PRN) is generally not a valid reason to have available unless
clinical documentation establishes hypoxemia and there exist circumstances

why a person would not fit the category for continuous, exercise related, or
sleep related.

F. Monitoring Condition

1. Acute use based on baseline Pa02/02 saturation and PaCO02 in establishing
initial oxygen dose.

3. Use of ABG versus oximetry.

a. Dependent on equipment available at facility or in area.

b. Dependent upon the professionals available to Secure arterial oxygen
parameters and monitor or manage any subsequent condition.

Dependent upon the arterial parameters needed.

Oximetry is useful for non-hypercapneic persons as a guide to oxygen

dose initation. It is simpler for nursing to utilize or log data. Itis

essentially nontraumatic for the resident (with few clinical complications).

The data or results must be interpreted carefully per equipment variations

applied (i.e., peripheral vascular disease). It may not correlate with Pa02
drawn in the same resident.

20

February 2000 Edition
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Technical Criteria for Reviewing Ancillary Services for Adults

4. There are no criteria or resident requirements which fit all clinical situations to
mandate ABG or oximetry testing for a stable resident. At least quarterly
testing is advisable for the stable oxygen dependent condition. This is
considered a reasonable interval to assess progress and establish continued

regimen of oxygen or other treatment is suggested to be reassessed by ABG
or oximetry every 1—2 months; again with exacerbation of iliness of changing
perameters of function closer monitoring intervals may be warranted.

G. Conservation of oxygen.

1. Devices in use that may be considered by treatment team or facility includes:

a. Transtracheal oxygen delivery system.
b. Reservoir mustache nasal prong.
C. Reservoir pendant nasal system.

2. Adjusting up to 50% of the volume of oxygen delivered or used can be
achieved with a decrease in overall expense but consideration has to be

February 2000 Edition
12



Technical Criteria for Reviewing Ancillary Services for Adults

V. RESPIRATORY THERAPY: REVIEW FOR BILLING AS ANCILLARY

A. Standards of Practice: The review process shall employ the Guidelines for
Respiratory Care Services and Skilled Nursing Facilities developed jointly by

the American Association of Respiratory Care and the American Health Care
Association.

B. Technical abbreviations used in Item VIII — Respiratory Therapy.
FEVI — Forced Expired Volume after one second
FVC — Forced Vital Capacity
IPPB — Intermittent Positive Pressure Breathing
MDI — Metered Dose Inhalers
PFT — Pulmonary Function Tests

C. Indications.

1. Provide direct management of the following:

Aerosolized drug delivery.
Humidification.

Secretion care management.
Tracheostomy care.

Osygenation changes (when possible in Conjunction with obtaining
ABGs. or oximetry checks).

PaooTw

2. Teaching resident self treatment of the following:

a. Aerosol.
b. Breathing exercises.
¢. Cough guidelines.

3. Ongoing treatment requires the following:

a. Specialty staff to assess response if new therapy.

b. Specialty staff if respiratory therapy service is beyond usual nursing staff
expertise (do the nurses provide the resident respiratory therapy on
weekends when respiratory therapist is not available).

C. If chronic clinical condition or nursing care plan therapy, documentation
IS necessary by the respiratory therapist and physician to support

ongoing necessity of therapist versus nursing staff or resident
administered therapy.

February 2000 Edition
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Technical Criieria for Reviewing Ancillary Services for Adults

4. For a self administered system of therapy the following is required:

a. Resident must demonstrate proper use of the equipment or medication
delivery system.
b. Resident delivery system monitored by nursing staff.
. Respiratory therapist intervention would be expected to drop when
metered dose inhalers and nebulizers are utilized as resident or nursing
staff can provide this therapy at the nursing care plan level.

5. The following situation may necessitate a respiratory therapist:

a. Initial MDI or nebulization treatments may be performed by ancillary staff
if no nursing staffis familiar with the mode of therapy. Should this
occur, the ancillary respiratory therapist is responsible for providing
instructions to nursing staff so that nursing staff can then provide MDI or
nebulization treatments safely.

D. Aerosol Therapy.

1. Physician must order the medication utilized for the delivery system.

2. Mode of delivery or humidity needed may be determined by the respiratory
therapist in the initial setting.

3. The simpler modalities are as effective and can be given in the absence of
a respiratory therapist provided the facility staff are trained or comfortable or

available to do this. Verify by physician order the acceptability of this
process.

4. Metered dose inhalers (MDI) with or without spacers properly utilized were
effective compared to nebulizers or IPPB (IPPB has been shown to be no
more effective generally than MDI or nebulizers).

5. MDI should be attempted in bronchodilator therapy as simpler for nursing
and residents to manage.

6. Nebulizer (compressed air driven apparatus) should be utilized when MDI is
shown to be inadequate for the treatment of an individual clinical condition.

It may also have to be utilized if a specific drug is not available via the MD|
system.

February 2000 Edition
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Technical Criteria for Reviewing Ancillary Services for Adults

7. Nebulizer therapy can be performed by the resident who is capable of
reliable self care when trained by respiratory therapist or nursing staff. It
can also be performed with safety by facility staff. The need for a respiratory
therapist should be evident in charting. It is reasonable to utilize the
respiratory therapist initially to verify resident response to nebulizer therapy
but once considered stable or nursing care plan then the facility staff or
resident should assume nebulizer therapy responsibility.

8. IPPB (intermittent positive pressure breathing) has principally been
replaced by MDI or nebulizer therapy as the acceptable delivery system. It
is no more effective than other equipment. If utilized documentation should
exist why other simpler and potentially less complication associated mode
care not utilized. This therapy would potentially require a respiratory
therapist beyond the initial phase of administration.

9. The use of inhalers and bronchodilator therapies should always be
supported by persistent symptoms, physical findings as well as PFT
(Pulmonary Function Test). This information should be found in the
respiratory therapist's notes. Usually documented is impairment of airway or
lungs function and should be considered greater than “mild” dysfunction.
Criteria for PFT which indicate moderate obstruction follow:

a. FEV1 51—59% predicted.
b. FEV1/FVC 41—59%, predicted.

c. Clinical evidence that there is a reversible component to support use of
an aerosol bronchodilator.

10. The frequency of treatment (MDI or nebulizers) should be reasonable for
the illness or clinical presentation. Generally, aerosolized bronchodilator
are given at intervals that correspond to duration of effect of the drug or
aerosol treatment. (Monitor significantly reduced PRN schedules as there
could be question to the need for the drug in this form of delivery
frequency).

E. Monitoring Therapy.

1. ltis the physician's responsibility to assess the plan of treatment and
document the resolution if short term therapy. In the event of a chronic

driagnosis the physician must document the reasonable nature of ongoing
therapy.

February 2000 Edition
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2. In the event of long term treatment the following information should be
available:

a. Annual Pulmonary Function Test (PFT) should be available.
b. Peak flow rates—to serve as intermittent indicators to be determined by
the attending physician or respiratory therapist.

3. Appropriateness of therapy should be questioned in the following situations:

a. Chest physiotherapy or use of mucolytic aerosols when no secretions
are evident after treatment course is “‘completed.”

b. Aerosol therapy for interstitial lung disease as primary diagnosis for
treatment initiation.

C. Aerosol therapy when irreversible airflow obstruction exists.

February 2000 Edition
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Technical Criteria for Reviewing Ancillary Services for Pediatrics

I. PHYSICAL THERAPY: REVIEW FOR BILLING AS AN ANCILLARY
SERVICE- PEDIATRICS

A. Standards of Practice: The review process shall employ the standards of
practice by the American Physical Therapy Association.

B. Deficiency of function must be of significant level that an ancillary clinician’s
expertise in designing or conducting program in presence of potential gain is
documentable.

1. Therapeutic exercise/gross motor development program.

a. Exercises are designed to utilize neuro developmental techniques, reflex
integration, and perceptual-sensory motor integration to assist to reach
the maximum potential possible. The Therapist's expertise is required to
design, supervise or conduct a program in which there is a need for
developmental or functional gain.

b. Progress is demonstrated at predictable intervals.

Indication for Denial

Medically unstable.

Goal seems unreasonable.
Participation level questioned.
Plateaued or achieved goals..
Lacks documentation.

Q0o ocw

2. Chest Therapy-when respiratory therapy is not available.

Postural drainage, including positioning to loosen secretions and promote
drainage is within the training of the Physical Therapist. This is addressed
with the bed fast, non-ambulatory or resident with pneumonia.

Indication for Denial

a. In-house Respiratory therapist.
b. Managed by nursing/caregiver.
¢. Condition clinically stable and manageable by nursing/caregiver.
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3. Equipment and/or orthopedic appliances assessed, fitted, adjusted and
monitored. The pediatric resident utilizes equipment throughout his/her
lifetime.

a. Modify or monitor wheelchairs.
b. Upon M.D. prescription, order, modify, monitor orthotic appliances.

Work to train care givers and residents use of appliances. This

Indication for Denial

Unteachable.

Repetitive use for distance or endurance.

Resident can perform trained excersises.

Nursing can monitor fit.

Nursing can monitor maintenance of equipment of minor
deficiencies/repairs.

Pa0oTow

4. Assessment to provide individualized, detailed documentation of the
function of a particular child. This is generally performed at 6-12 month
intervals or when change is indicated. Assessment may include, but is not

limited to:

a. Postural reflex integration.

b. Status of sensory, motor, neuro motor and musculoskeletal systems.
¢. Perceptual motor development.

d. Joint range of motion.

€. Analysis of functional independence.

f. Postural deviations.

g. Gait analysis.

h. Developmental level, including gross and fine motors.

I

Adaptive equipment needs.
Resident's and/or family needs.

(S

Indication for Denial

a. Resident medically unstable.

b. Lacks developmental maturation changes to justify reassessment.
C. Lacks potential for gain.
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generally found in these residents.

2. Ifa plateau has been indicated via documentation then one could consider
transferring care to the facility staff for the uncomplicated, stable lung
disorder. This could encompass the following care needs:

a. Aerosal therapy.
b. Routine trach care.
€. Nursing care plan oxygen administration.

April 2000 Edition
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apnea. PFT criteria is most applicable to adults and older,
Cooperative children. PFT criteria for continued therapy is not
required for children who are unable to perform PFT accurately and
who require continued therapy because of the continued respiratory
problems.

(10) The frequency of treatment (MDI or nebulizers) should be

reasonable for the illness or clinical presentation, Generally,
aerosolized bronchodilator are given at intervals that correspond to
duration of effect of the drug or aerosol treatment. (Monitor

problems.

d. Monitoring Therapy.

1.

2.

Itis the physician's responsibility to assess the plan of treatment and
document the resolution if short term therapy. In the event of a
chronic diagnosis the physician must document the reasonable
nature of ongoing therapy.

In the event of long term treatment the following information should
be available:

a. Annual Pulmonary Function Test (PFT) should be available.
b. Peak flow rates-to serve as intermittent indicators to be

C. If accurate pulmonary function testing or peak flow rates are not

1. Older children or adolescents with pulmonary disorders amenable to active

April 2000 Edition
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c. Aerosol Therapy.

(1)
)
()

(4)
(©)

(7)

(8)

(9)

Physician must order the medication utilized for the delivery
system.

Mode of delivery or humidity needed may be determined by the
respiratory therapist in the initial setting.

The simpler modalities are as effective and can be given in the
absence respiratory therapist provided the facility staff are trained
and comfortable or available to do this. Verify by physician order
the acceptability of this process.

Metered does inhalers (MDI) with or without spacers properly
utilized.

MDI (if child is on dosage compatible) should be attempted in
bronchodilatior therapy as simpler for nursing and residents to
manage.

Nebulizer (compressed air driven apparatus) should be utilized
when MDI is shown to be inadequate for the treatment of an
individual clinical condition. |t may also have to be utilized if 5
specific drug is not available via the MDI system.

Nebulizer therapy can be performed safely by facility staff.
Nebulizer therapy can also be performed by the resident who is
capable of reliable self care when trained by respiratory therapist or
nursing staff. It is reasonable to utilize the respiratory therapist
initially to verify resident reponse to nebulizer theapy but once
considered stable or nursing care plan then the facility staff ro
resident should assume nebulizer therapy responsibility.

IPPB (intermittent positive pressure breathing) has principally been
replaced by MDI or nebulizer therapy  as the acceptable delivery
system. Itis no more effective than other equipment. If utilized
documentation should exist why other simpler and potentially less
complication associated mode care not utilized. This therapy would
potentially required a respiratory therapist beyond the initial phase
of administration.

The use of inhalers and bronchodilator therapy should always be
Supported by persistent symptoms and physical findings as well as
PFT (Pulmonary Function Test) if applicable. This information
should be found in the respiratory therapist's notes. Usually
documented is impairment of airway or lungs function and should
be considered greater than ‘mild” dysfunction. Criteria based on
PFTs is not usually feasible in the pediatric population due to the
inability to follow commands for inspiration, expiration or sustained

April 2000 Edition
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3. Ongoing treatment requires the following:

a. Specialty staff to assess response if new therapy.

b. Specialty staff if respiratory therapy service is beyond usual
nursing staff expertise (do the nurses provide the resident
respiratory therapist on weekends when respiratory therapist
is not available).

c. If chronic clinical condition or nursing care plan therapy,
documentation is necessary by the respiratory therapist and
physician to support ongoing necessity of therapist versus
nursing staff or resident administered therapy.

4. For self administered system of therapy the following is required:

a. Resident must demonstrate proper use of the equipment or medication
delivery system. ’

b. Resident delivery system monitored by nursing staff.

C. Respiratory therepaist intervention would be expected to drop when
metered dose inhalers and nebulizers are utilized as resident or nursing
staff can provide this therapy at the nursing care plan level.

5. The following situation may necessitate a respiratory therapist:

a. Initial MDI or nebulization treatments may be performed by ancillary staff
if no nursing staff is familiar with the mode of therapy. Should this occur,
the ancillary respiratory therapist is responsible for providing instruction
to nursing staff so that nursing staff can then provide MDI or nebulization
treatments safely.

b. If the pediatric patient has an acute or ongoing unstable pulmonary
problem, including deterioration in status, complex respiratory care
needs, frequent monitoring, weaning of modalities, complications of
primary disease or therapies.
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V. RESPIRATORY THERAPY: REVIEW FOR BILLING AS AN ANCILLARY
PEDIATRICS

A. Standards of Practice. The review process shall employ the Guidelines for
Respiratory Care Services and Skilled Nursing Facilities developed jointly by
the American Association of Respiratory Care and the American Health Care
Association. The pediatric criteria not found here shall be based on age
appropriate parameters obtained from current textbook baselines.

B. Technical abbreviations used in ltem Vlil-Respiratory Therapy.
FEVI-Forced Expired Volume after one second
FVC-Forced Vital Capacity
IPPB- Intermittent Positive. Pressure Breathing
MDI- Metered Dose Inhalers

PFT-Pulmonary Function Tests

C. Indications.

1. Provide direct management of the following:

Aersolized drug delivery.

Humidificaiton.

Secretion care management.

Tracheostomy care.

Oxygenation changes (when possible in conjunction with obtaining
ABG's or oximetry checks).

Q00w

2. Teaching resident self treatment of following:

(In pediatric care patient education is dependent on age and severity of the
physical and mental disabilities of the child):

a. Aerosol.
b. Breathing exercises.
¢. Cough guidelines.

April 2000 Edition
18



Technical Criteria for Reviewing Ancillary Services for Pediatrics

3. Use of ABG versus oximetry.

a. Dependent on equipment available at facility or in area.

b. Dependent upon the professionals available to secure arterial oxygen
parameters and monitor or manage any subsequent conditions.

c. Dependent upon the arterial parameter needed.

d. Oximetry is useful for non-hypercapnic persons as a guide to oxygen
dose initiation. It is simpler for nursing to utilize or log data. It is
essentially non-traumatic for the resident (with few clinical
complications). The data or results must be interpreted carefully per
equipment variations applied (i.e., peripheral vascular disease). It may
not correlate with PaCO, drawn in the same resident.

4. There are no criteria or resident requirements which fit all clinical situations
to mandate ABG or oximetry testing for a stable resident. At least quarterly
testing is advisable for the stable, oxygen dependent condition. This is
considered a reasonable interval to assess progress and established
continued need. More frequent testing may be warranted by physician
judgment or changing clinical status. For the person with hypoxemia and
hypercapnia, the established regimen of oxygen or other treatment is
suggested to be reassessed by ABG or oximetry every 1 to 2 months. With
exacerbation or illness of changing perimeters of function, closer monitoring
intervals may be warranted.

G. Conservation of oxygen.

1. Devices in use that may be considered by the treatment team or facility
includes:

a. Transtracheal oxygen delivery system.
b. Reservoir mustache nasal prong.
C. Reservoir pendant nasal system.

2. Adjusting up to 50 percent of the volume of oxygen delivered or used can
be achieved with a decrease in overall expense but consideration has to be
made for safety or complication in the transtracheal use. Also of note is the
endurance or longevity factor associated with the pendant type product. It
may not be as cost-effective as the nasal prong as it is not as enduring.
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4. For that resident whose clinical condition prohibits evaluation of arterial
oXygen saturation without supplemental oxygen:

a. Oxygen saturation <95% or Pa0, <65 mm Hg while breathing oxygen.
Monitor functional improvement resulting from oxygen therapy (e.g.,
OXygen saturation, PaQ, , symptomatic improvement.

D. Continuous Oxygen

1. When hypoxemia criteria are established and met (found under general
indicators) then continuous oxygen is appropriate.

2. Monitor clinical parameters (signs and symptoms associated with
continuous oxygen needs).
3. Monitor results of oxygen therapy which measure functional improvement

(i.e., ABG or Oxygen sats or improved symptoms).

E. Noncontinuos Oxygen

1. Documentation of clinically relevant hypoxemia related to exercise or

nocturnal or sleeping even though “‘daytime resting” PaO2 or saturation may
be adequate.

2. “As needed” (PRN) is generally not a valid reason to have oxygen available
unless clinical documentation establishes hypoxemia and there exist

F. Monitoring Condition

1. Acute use based on baseline PaO, or O, saturation an‘d PaCoO, in
establishing initial oxygen dose.

April 2000 Edition
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IV. OXYGEN THERAPY: REVIEW FOR MEDICAL NECESSITY

A. Standards of Practice. The review process shall enmiploy the Guidelines for
Respiratory Care Services and Skilled Nursing Facilities developed jointly by the
American Association of Respiratory Care and the American Health Care
Association. The pediatric criteria not found here shall be based on age
appropriate parameters obtained from current textbook baselines.

Technical abbreviations used in item IV-Oxygen Therapy:

ABG-Arterial Blood Gases;
AVF-Augmented Voltage Foot;

02- Oxygen Level;

PaO0; -Partial Pressure for Oxygen;

PaCO; -Partial Pressure of Carbon Dioxide:
Oxygen Sats-Oxygen saturation levels;
HCT-Hematocrit Level; and

mm Hg- Millimeters of Mercury

DN AWON A
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. General Indicators

1. Oxygen saturation < 93% or PaO; <65 mm Hg while breathing room air.
2. Optimum medical management.

a. Ancillary respiratory medications.
b. Physiotherapy.
C. Associated adverse conditions addressed.

3. Pa02 of 56-59 mm Hg or saturation of 91 percent in the presence of one or
more of the following:

a. Cor pulmonale (p wave greater than 3mm in standard leads I, Ill, or
AVF).

b. Right ventricular hypertrophy.

C. Erythrocytosis (Hct >56 percent).

d. Reduced tissue oxygenation accompanied by neuropsych signs (i.e.,
tachycardia, tachypnea, dysnea, cyanosis, diaphoresis chest pain or
tightness, change in sensorium.)
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1. Clinically relevant deficiencies.
2. Potential gain.
3

. Demonstrable developmental maturation changes that require
ancillary ST input.

Indication for Denial

a. Resident not able to participate medically.

April 2000 Edition
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Indication for Denial

a. Standardized and nonstandardized measures reveal age appropriate
Speech-language skills, utilizing AAC.

b. No documentable change in status during the last six (6) months, as
indicated by therapy notes, recertification, care plan and annual
Speech-language evaluation.

C. Lack new equipment problem.

d. Nursing/caregiver can perform maintenance repair.

e. Lack of nursing/caregiver training.

4. Aural Habilitation/Rehabilitation.

a. Comprehension and production of language in oral, augmentative,
signed or written modalities.

b. Speech and voice production.

C. Auditory training.

d. Speech reading.

Indication for Denial

a. Audiological assessment reveals adequate hearing acuity.

b. Standardized and nonstandardized measures reveal age appropriated
Speech-language and cognitive skills. U,

€. No documentable change in status during the last six (6) months, as
indicated by therapy notes, recertification, care plan and annual
Speech language evaluation.

d. Lack new equipment problem.

e. Nursing/caregiver can perform maintenancelrepair.

f. Lack of nursinglcaregiver training.

5. Consultation and care Giver Instruction

a. Consultation and caregiver instructions are required as changes occur
with the pediatric resident. Consultation to staff, such as nursing,
respiratory therapy, classroom personnel, is needed to assist in the
overall care. This consultation is needed in order to utilize the skills of

the therapist for instruction and ongoing programming, taking into
consideration:

April 2000 Edition
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2. Oral pharyngeal function (dysphagia) and related disorders.

a. Applicable diagnostic testing with confirmed abnormality.
b.
C.

The absence of, or restricted oral presentation of food and/or liquids.
Strategies that alter behavior (e.g., posture, rate, learned airway
protection measures, method of intake, prosthetic use, etc.)

. Madification of swallowing activity in coordination with respiratory or

alternation of bolus characteristics (e.g. volume, consistency).
Equipment maintenance at interval consistent with:

1. Physical and/or developrﬁental change.
2. New equipment problem beyond nursing/caregiver experﬁse.

Indication for Denial

a. Standardized tests, observations, instrumental diagnostic procedures,
structural assessment and functional assessment reveal normal

Lack new equipment problem.
Nursing/caregiver can perform maintenance/repair.
e. Lack of nursing/caregiver training.

ao

Augmentative and Alternative Communication (AAC) Systems.

a. Training of prerequisite skills for AAC includes, but not limited to visual
attention, visual tracking, choice making activities, cause and effect
knowledge and anticipation of outcome.

b. Determination of the MC intervention program (assessment).

Selection and the development of an effective AAC system..

Service implementation and system integration into the natural

environment. Includes care-giver training.

Follow-up and ongoing evaluation.

Equipment maintenance at interval consistent with:

e o
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1. Physical and/or developmental change.
2. New equipment problem beyond nursing/caregiver expertise.
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Hl. SPEECH THERAPY: REVIEW FOR BILLING AS AN ANCILLARY
SERVICE-PEDIATRICS

A. Preferred practice patterns for professions of Speech—language Pathology and
Audiology shall be those developed by the American Speech and Hearing
Association.

B. Deficiency of function must be of significant level that an ancillary clinician's
expertise in designing or conducting program in presence of potential gain, or, as
a preventative measure, is documentable.

1. Speech (articulation, fluency, voice), Language and Cognitive Disorders.

a. Utilization of standardized testing measures.

b. Treatment is conducted to achieve improved, altered, augmented, or
Compensated speech, language and cognitive communication behaviors
Or processes. '

C. Treatment may include prerequisite skill training which includes, but not
limited to cooing, respiratory support for vocalization, oral stimulation,
vocal turn taking, inflection, object permanence, cause and effect
knowledge, problem-solving, gesturelsign. _

d. Prosthetic/adaptive device training (e.g. speaking valve, adaptive switch,
adapted toys, etc.)

e. Equipment maintenance at interval consistent with:

1. Physical and/or developmental change.
2. New equipment problem beyond nursing/caregiver expertise.

Indication for Denial

a. Standardized and nonstandardized measures reveal age appropriate
Speech-language and cognitive skills.

b. No documentable change in status during the last six (6) months, as
indicated by therapy notes, recertification, care plan and the annual
Speech-language evaluation.
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Indication of Denial

a. Condition prevents engaging techniques or use of device.

b. Technique learned, resident or nursing staff can carry-out routinely.

¢. Chronic condition limits functional gain-documentation shows failure of
prescribed technique over reasonable time span.

d. Unable to advance Or use more complex dexterity level due to cognitive
limits-documentation shows failure of compensatory strategies over
reasonable time span.

3. Splinting and fabrication/prescription for adaptive equipment/environments.
a. Fabrication and fitting of splints and adaptive devices restore function in

Practicable level of function as part of intervention plan.
b. Therapist shall document prescribed use of splints or devices and instruct
caregiver
C. Therapist shall monitor, fit and repair splint or device and periodically
make necessary modifications for fit, safety and changes in function.
d. Design of adaptive equipment and environment to improve function in

Indication for Denial

a. Documentation does not support need.

b. Use of splint/device/environment incorporated into routine and nursing
care plan (re-evaluation and modification by Occupational Therapist are
allowable when changes in function occur.)

4. Consultation and Care-Givers Instruction
Consultation with Care-givers shall be provided to establish consistency with
nursing care plan and to prepare for discharge.

a. Clinically relevant deficiencies are present.
b. Potential gain is evident

C. The resident demonstrates developmental maturation changes that need
ancillary OT input.
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Indication of Denial

Lacks documented details of dysfunction or goal.

Stability of resident questioned.

Participation level a hindrance.

Unreasonable goal.

Plateaued, goal achieved, or needs only repetitive ROM, ADL coaching,
or ustimulationn environment as by nursing care plan.

Adaptive equipment lacks usable functionality.

Nursing/caregiver can provide preventativelcompensatory techniques for
ongoing application.

a0 ocw
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2. Activities of Daily Living

Grooming.

Oral Hygiene.
Toilet Hygiene.
Dressing.

Feeding and eating.
Medication routine.
Socialization.
Functional mobility

S@m000 o

Highest level of function shall be consistent with developmental levels.
Prerequisite’ skills in identified performance areas shall be targeted and
progress documented, including use of compensatory strategies and adaptive
equipment When 3 plateau is reached, periodic re-evaluation are allowed and
the ancillary clinician may resume treatment program if resident shows
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ll. OCCUPATIONAL THERAPY: REVIEW FOR BILLING AS AN ANCILLARY
SERVICE-PEDIATRICS

A. Standards of Practice: The review process shall employ the standards of
practice developed by the American Occupational Therapy Association.

B. Deficiency of function must be of significant level that an ancillary clinician’s
expertise in designing or conducting the program in the presence of potential
gain is. documentable. Uniform terminology of Occupational Therapy developed
by the American Occupational Therapy Association shall be used to define
deficiency of function.

1. Therapeutic activities shall address appropriate Occupational Therapy
performance areas of:

Activities of daily living.
Work activities.
Play or leisure activities.

Treatment in each performance area shall address specific performance
Ccomponents. These performance components consist of

Sensory Motor Skills.
Cognitive Skills.
Psychological Skills.

(Please refer to attached copy of uniform terminblogy for Occupational
Therapy definitions of performance areas and performance components.)

a. Implementation of therapeutic activities requires a therapists’ expertise to
design, supervise, or conduct a program in which there is a need for
functional or performance gain.

b. Progress is shown at predictable interval for remediation of dysfunction
where appropriate.

¢. Compensatory and prevention intervention models are also utilized in
treatment of individuals with chronic conditions and developmental
disabilities. This may include adaptive equipment, technology, graded
assistance, and task modification. Documentation of outcomes shall

reflect progress in function in performance areas and performance
components.
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15. High Pressure Wound Irrigation.

a. Heavily contaminated wounds.

Indication for Denial

a. Clean proliferating wounds.

b. Equipment or devices of questionable efficacy of Superiority to simpler
devices. ‘ .
¢. Nursing can provide equivalent service.

16. Hyperbaric Oxygen Wound Care.

a. Infected wounds or decubitus.
b. Has reasonable circulation.

Indication for Denial

Advanced ischemic area.

Potential for thromboembolism.

Severe vasospasm.

Lack of significant improvement in 4 weeks.

aoocow
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13. Prosthesis.

a.
b.

Resident has capacity to use device.
Resident shows muscular strength, motor control, and range of motion
adequate for gainful use.

Indication for Denial

Qoo

g.
h.

Unteachable

Lacks above features.

Poor wound healing.

Other inappropriate conditions (such as bilateral above knee
amputation over age of 45, or below elbow amputee and flail shoulder
or elbow).

Repetitive exercises, and/or use of pre-prothesis stump shinker prior to
Prosthetic fitting can be carried as part of the nursing care plan.
Repetitive use for distance or endurance only and level change has
been achieved.

Assisting routine care of equipment.

Resident can perform trained exercises with supervision by nursing.

14. Electromyographic Biofeedback.

a.

b.
C.

Spasticity or weakness as part of acute cerebral vascular accident
(CVA).

Acute or chronic spinal cord injury.

Multiple sclerosis with mild spasticity.

Indication for Denial

a.
b.
c.

Absence of reasonable gain in treatment plan time frame.
Conditions of questionable effectiveness.
Resident lacks voluntary control or motivation.
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10. Ultrasound.

a. Joint contracture or scar tissue before friction massage, stretch, or
range of motion (ROM) exercise (intensities and durations still need
work), i.e. post-hip open reduction internal fixation.

b. Reduce pain or muscle spasms.

c. Trigger points.

Indication for Denial

a. Use in precautionary situations.

b. Impaired sensitivity or ischemia.

C. Questionable efficacy such as chronic herpes zoster, hemiplegic
shoulder pain, fresh wound, or chronic pressure sores.

11. Hydrotherapy.

a. Facilitate assistive or resistive exercise.
b. Removal exudate or necrotic tissue.
C. Reduce muscle spasm or pain.

Indication for Denial

. General heat precautions.

a
b. Treatment exposure using >37 degrees centigrade vascular impaired
site.

C. Absence untoward effects or stable temperature tolerance and can be
done by nursing staff.

12. lontophoresis

a. Antibiotic institution to avascular tissue.
b. Medication for persistent post-surgical incision pain.
C. Reduce inflammation or edema musculoskeletal (joints).

Indication for Denial

a. Anesthetic use (injection faster).
b. Response lacking reasonable interval.
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7. Low-Energy Laser.

a. Wound tissue healing.
b. Pain management over trigger points.

Indication for Denial

a. Investigational.
b. Efficacy in rheumatoid arthritis questioned.

8. Transcutaneous Electric Nerve Stimulation (TENS).

a. Post-operative incisional pain.

b. Orthopedic analgesia acute or chronic, apply to either trigger point or
peripheral nerve.

¢. Low back pain chronic.

d. Osteogenesis.

e. Reflex sympathetic dystrophy (RSD).

Indication for Denial

- Chronic radiculopathy pain.

a
b. Cognitively impaired or unwilling to participate, with schedule and
safety factors.

c. Unsafe application.
d. Nursing capable of managing (or resident can set-up, apply or control)
after initial evaluation of response or control setting achieve.

9. Heat Therapy.

a. Treatment actively of musculoskeletal mobility or pain problems as part
of a therapist-driven treatment plan.
b. In conjunction with exercise regimen.

Indication for Denial

a. Active disorder controlled, mostly comfort.

b. Complexity manageable by nursing.

C. Resident not responsive or non-communicable.
d. Ischemic limbs or other site or atrophic skin.
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5. Consultation and caregiver instructions are required as changes occur
with the pediatric resident. Consultation to staff, such as nursing,
respiratory therapy, classroom personnel, is needed to assist in the overall
care. This consultation is needed in order to utilize the skills of the
therapist for instruction and ongoing programming. This could include, but
not limited to instruction for:

Application of orthopedic appliances.
Use of adaptive equipment
Positioning.

Routine exercises.

Routine gait training.

Q0o

Indication for Denial

a. Resident not able to participate medically.

b. Lacks changes (regression or improvement) to justify consuitation.
c. Lacks potential for gain.
d

- Nursing/caregiver can provide modification.

6. Cold Therapy

a. Pain or spasm reduction or adjustment to range of motion exercise
(repeated cycles).

b. Trigger point use myofascial pain syndrome.
c. Spasticity.

Indication for Denial

a. Response gain is not demonstrable.

b. Performance at nursing care plan level-routine program with no
complex features.

¢. Inappropriate use in vascular compromised setting (or labile or poor
blood pressure control).

d. Cold sensitivity disorder.
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